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Endovascular Management of Iliofemoral Vein Thrombosis for Trans-
plant Kidney Salvage: A Case Report
Jaime Benarroch-Gampel, MD, MS, Charlie C. Cheng, MD, Gokhan S.
Kilic, MD, Philip G. Thomas, MD, Michael B. Silva, Jr, MD. University of
Texas Medical Branch, Galveston, Tex
Objective(s): Iliofemoral thrombosis in renal transplant patients can
lead to transplant failure from venous outflow obstruction. We report the
endovascular management of such a patient using recanalization techniques,
mechanical thrombectomy, and stent deployment.
Methods: A 77-year-old woman with cadaveric renal transplant underwent
abdominal hysterectomy and salpingo-oophorectomy for an adnexal mass. The
right iliacveinwas involved.Lateral venoraphywas required formass removal.Renal
failure developed postoperatively. Duplex ultrasound imaging showed no flow
through the right iliofemoral venous system.Lower extremity venogramconfirmed
a thrombotic occlusion from the right femoral vein to the inferior vena cava (IVC).
The transplant renal vein had intraluminal thrombus and reduced flow (Fig 1).
Results: Bilateral femoral vein access was obtained. A retrievable filter was
placed in the IVC below the renal veins. The occlusion was traversed using
angled glidewires and catheters inserted through the left groin. The wire was
maneuvered retrograde out through the contralateral sheath and reversed via
catheter exchange back up the right side into the IVC. Mechanical thrombec-
tomy was performed, including within the transplant renal vein. Contrast
extravasation at the site of operative repair was noted. A covered stent (Viabahn)
was placed over a narrowed portion of the right common iliac vein (Fig 2),
re-establishing flow into the IVC. To prevent thrombus extension into the
transplant kidney, aWallstent was deployed across the transplant vein anastomo-
sis.Microcatheter venography of the transplant vein demonstrated free flow andno
residual thrombus. Dialysis was required for 6 days. The patient was discharged on
postoperative day 15withnormal creatinine.Duplex ultrasound imaging2months
later showed a patent transplant renal vein and iliac vein stents (Fig 3). The
transplant kidney function remains normal at 12months after the intervention.
Conclusions: We report the successful endovascular salvage of a transplant
kidney after venous outflow obstruction from iliac vein thrombosis.
AUnique Technique for Intentional Occlusion of an Abdominal Aortic
Aneurysm
Karan Garg, MD, Todd L. Berland, MD, Frank J. Veith, MD, Neal S.
Cayne,MD. New York University LangoneMedical Center, New York, NY
Objective(s): We report the case of a 78-year-old man with severe
chronic obstructive pulmonary disease, aortoiliac occlusive disease, and a
7-cm infrarenal abdominal aortic aneurysm (AAA). He also had a 5-cm
right common iliac artery (CIA) aneurysm (CIAA) with right external
iliac artery occlusion (Fig 1). The patient had undergone axillobifemoral
bypass graft placement 10 years prior for disabling claudication. We
describe the use of an infrarenal aortouniiliac graft and subsequent
intentional graft occlusion as an endovascular solution.
Methods: Under locoregional anesthesia, percutaneous access for
periprocedural imaging was obtained via the right brachial artery. A left
retroperitoneal incision allowed access to the left CIA. The right internal
iliac artery and CIAA were coil embolized. A Renu aortoiliac graft (Cook
Medical, Bloomington, Ind) was deployed via the left CIA. The en-
dograft was intentionally occluded with a Cook Zip occluder, and two
Amplatzer plugs (AGA Medical, Plymouth, Minn). The left CIA was
surgically ligated distal to the endograft, excluding both aneurysms. The
left hypogastric artery maintained retrograde perfusion via the previously
placed axillobifemoral graft (Fig 2).
Results: The patient tolerated the procedure and remains asymptom-
atic 6 months after surgery, with demonstrated occlusion of the infrarenal
aorta, the AAA, and CIAA, and no enlargement of either aneurysm sac. The
axilobifemoral bypass remains patent (Fig 3).
Conclusions: We have described a unique case of intentional endo-
vascular aortic occlusion for the treatment of an AAA in the setting of
severe aortoiliac disease and a previous axillobifemoral bypass graft. This
technique may be useful in select high-risk AAA patients with similar
anatomic circumstances.
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Endovascular Treatment of Shunt-Induced Carotid Pseudoaneurysm:
Less Invasive but Still a Big Risk
Kuldeep Singh, MD, Danny Yakoub, MD, Jonathan Schor,MD, Jonathan
Deitch, MD, Jonathan Scheiner, MD, Christos Dossa. Staten Island Uni-
versity Hospital, Staten Island, NY
Objective: Carotid artery pseudoaneurysm (PSA) is a challenging
complication of carotid endarterectomy (CEA). We present a case and
literature review of post-CEA PSAs successfully treated percutaneously with
a covered stent.
Methods: A 57-year-old woman underwent a CEA of the left internal
carotid artery using patch closure and selective shunting using a Pruitt-Inahara
shunt. She was found to have a 3-cm incidental carotid artery PSA 3 months
later distal to the endarterectomized portion of the artery, the injury likely
resulting from the clamp or the balloon portion of the shunt. A percutaneous
5-mm 25-mmViabhan (Gore, Flagstaff, Ariz) covered stent was deployed to
successfully exclude the PSA. The patient suffered no complications. Follow-up
duplex imaging at 3 and 6 months and at 1 year confirmed PSA sealing and
patency of the internal carotid artery.
Results: A PubMed search of the topic found 15 patients (Table) with
post-CEA PSA treated with a covered stent. The results revealed the procedure
is technically feasible with acceptable patency rates, the longest being 9 years.
The procedure, however, caries a significant rate of periprocedural complica-
tions: one (7%) bleeding complication, four strokes (26%) and two deaths
(13%).
Conclusions: Endovascular repair of carotid PSA with a covered stent
can be successfully performed; however, high complication rates should be
considered before undertaking the procedure.
Review of literature on results of endovascular treatment of postoper-
ative carotid artery pseudoaneurysm using covered stents
Table.
Author/year
Age
(years) Sex
Etiology of
PSA Intervention Complications Follow-up
May, 1997 70 M Post CEA Wallgraft Embolic stoke during
deployment
US 6 months
Hertz,
2003 64 F Post CEA Wallgraft Fatal MI post-op —
Lin, 2003 74 M Post CEA Wallgraft None US 18 months
Terramani,
2003 82 M Post CEA Wallgraft Hematoma US 8 months
Baril, 2004 79 F Post CEA Viabahn None
Angiogram 12
months
McCready,
2004 58 M Post CEA Wallgraft
TIA during
deployment US 12 months
Grant, 2004 65 M Post CEA Wallgraft None US 1 year
Gupta,
2004 72 F Post CEA Viabahn None US 6 months
Jarrahnejad,
2005 79 M Post CEA Wallgraft Fatal stroke post-op —
Mousa,
2005 82 F Post CEA Wallgraft None US 6 months
Ahuja,
2007 70 M Post CEA Viabahn None US 18 months
86 F Post CEA Viabahn None US 12 months
Bigouri,
2007 76 M Post CEA Fluency Plus None US 3 months
Stein, 2007 77 F Post CEA Wallgraft None US 2 months
Troutman,
2010 66 M Post CEA Wallgraft None US 9 years
CEA, Carotid endarterectomy; PSA, pseudoaneurysm, TIA, transient
ischmic attack; US, ultrasound
Concomitant Carotid Bifurcation and Great Vessel Disease
Thomas J. Takach, MD, J. Michael Duncan, MD, James J. Livesay, MD,
David A. Ott, MD, Roberto D. Cervera, MD. Texas Heart Institute at St.
Luke’s Episcopal Hospital, Houston, Tex
Sponsored by Rabih A. Chaer, MD
Background: The management is unsettled and the prognosis ill
defined for patients with concomitant carotid bifurcation disease and great
vessel (GV) disease.
Methods: We analyzed operative outcomes, long-term patency, and
extended epidemiologic impact of the primary disease process in 80 consec-
utive patients (mean age, 63.3 years; 50.0% men) who presented with
symptomatic, concomitant carotid disease and GV disease. Each patient
underwent carotid endarterectomy (CEA; staged, n  21; simultaneous,
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